A warning to users of disposable tonsillectomy instruments
Dear Sirs, We wish to draw readers' attention to a potential hazard of using disposable tonsillectomy instruments.
Growing concern regarding the tranmission of new variant Creutzfeldt-Jakob disease during tonsillectomy has resulted in the widespread adoption of disposable tonsillectomy sets. One of the instruments used routinely is a Boyle-Davis mouth gag, which has a tongue blade that is split in the middle to accommodate the endotracheal tube. The distal ends of the split tongue blade are held together by a welded metal loop, which prevents herniation of the endotracheal tube (Figure 1 ).
We experienced a case where this metal loop became detached intra-operatively, and came to lie within the postnasal space. Fortunately, the problem was discovered intra-operatively, the loop was removed atraumatically and the patient suffered no harm.
We, however feel that this highlights a possible weakness in the manufacture of these instruments, which creates the potential for aspiration of a loose foreign body after extubation. Furthermore, a missing instrument component could easily be missed, unless speci cally looked for.
We wish to strongly advise readers to thoroughly inspect disposable tonsillectomy instruments both pre and postoperatively, to avoid this potentially disastrous complication. 1 as well as their previous experimental work on the subject. 2 The report immaculately documented the nystagmus and its changes with position and time and correlated these with a pathophysiological explanation accounting for a diagnosis of right LSC cupulolithiasis. The patient was treated by plugging of the implicated LSC and this was claimed to have prevented further stimulation of the cupulolithiatic LSC. However, the authors explanation that 'plugging creates a closed space in the canal between the plugged site and the cupula, thus effectively inhibiting de ection of the cupula' is not a plausible explanation for positional vertigo secondary to cupulolithiasis. It is not clear as to how such a creation of a 'closed space' would in any way inhibit the gravitational pull on a cupulolithiatic cupula which is loaded with otoconia and has a resultant increased speci c gravity.
Going by the clinical records presented it is in fact quite possible that the patient's clinical improvement resulted from the said labyrinth suffering signi cant surgical damage leading to a loss of function of the right vestibular labyrinth/LSC.
We are ourselves currently treating a similar patient with ageotropic horizontal positional transient nystagmus presumably secondary to a left LSC cupulolothiasis. The patient has remained refractory to conservative measures and repositioning maneouvres. We have nevertheless not proceeded to canal plugging due to the lack of a de nite logical explanation for its ef cacy in cupulolithiasis. We eagerly await the authors explanation regarding the same. 
Author's reply
The main point of the question is whether or not the resolution of vertigo is due to dysfunction of the lateral semicircular canal (LSC). In fact the author had the same question, since left beating nystagmus was constantly seen for some period after surgery. This indicates that the operated canal suffered from hypofunction and I was prepared for this before surgery. I understand that canal plugging to the human semicircular canal may well induce hypofunction more or less, since the human membranous labyrinth is very thin and hence may easily be affected by even gentle manipulation. Therefore, I presume that mild hypofunction occurred after surgery in this particular case, too. However, I do not think that the effect of suppressing the vertigo and nystagmus is soley due to this hypofunctional effect. As I indicated in the paper, the positional nystagmus and vertigo were extremely intense. If any hypofunction of LSC should suppress these, it must be total or near-total loss of LSC function. However, considering that post-operative paralytic nystagmus and dizziness subsided and disappeared in rather a short period of time ( ve to six days), total loss would not be plausible. Furthermore, the experiment on the monkey showed that the plugging does not disturb the sensory epithelia (previous publication). In my past report, I demonstrated that the cupulolithiasis model easily changed the ampullary nerve ring depending on the direction of the impinging gravity on the cupula, but the plugging procedure completely abolished this change. From the above ndings I think plugging effect is the main mechanism of suppression of vertigo, however, contribution of slight or mild hypofunction of LSC is also possible.
It is my impression that positional vertigo with short and brisk nystagmus of vertical and torsional direction-changing component is potentially due to canalolithiasis and is well controlled by physical maneouvre. Another type of vertigo that shows long lasting and persistent nystagmus is possibly due to cupulolithiasis of the responsible canal. This type is, regardless if it is of posterior canal or lateral canal origin, sometimes intractable and bothers patients. The present case is one of this type involving LSC. concerning pleomorphic adenoma of the retropharyngeal space causing dysphagia. In this report the imaging modality used in the investigation of the patient was computerized tomography (CT). A 65-year-old patient siilarly presented in our ENT department with dysphagia and on examination there was fullness in her right lateral oro-and nasopharyngeal wall. Magnetic resonance imaging (MRI) of the pharynx demonstrated a large mass with imaging characteristics of pleomorphic adenoma in the right parapharyngeal region. This was separate to, but compressing the deep lobe of the parotid gland (Figure 1 ). Per-oral ne needle aspiration con rmed this lesion to represent a pleomorphic adenoma. At operation the tumour was found to arise from ectopic salivary gland tissue in the parapharyngeal space separate from the parotid gland.
MR is the imaging modality of choice in the investigation of pathology of the parotid gland because of its multiplanar capacity and superior spatial resolution. It also demonstrates vessels and lymph nodes related to the gland and is able to visualize the facial nerve. Pleomorphic adenoma on a T2-weighted sequence typically appears thin walled, well circumscribed and of homogenous high signal due to high myxoid content. These tumours are of low signal on T1-weighting and usually show homogenous enhancement following intravenous gadolinium-DPTA administration. As pleomorphic adenomas enlarge they may develop cystic areas and internal calci cation and become inhomogeneous and diagnosis may then become more dif cult.
